Dr. SHAVINDER GILL, Inc. MB.BS, ABIM, FRCP(C)

DIPLOMATE OF AMERICAN BOARD OF INTERNAL MEDICINE

Clinical Assistant Professor of Medicine (UBC)

ALLERGY TESTING AND CARDIAC DISEASES

CONFIDENTIAL
2415 Ware Street.

Abbotsford, BC

LATEX ALLERGY PATIENT REGISTRATION FORM (Please write in Capital letters)
Full Name (Last, First): _____________________________________________

Home Address: ____________________________________________________

City: ABBOTSFORD/


Home phone _________________

Work phone and or  cell phone: ___________________________________



Occupation: (Present or Past) ___________________________________

Marital status: Married/Divorced/Widowed/Separated/Single. 

Are you allergic to any medication? : YES/NO

If yes then list them with type of reaction


DRUG




REACTION WHEN TAKE


_________________________

______________________


_________________________

______________________

Please list all the medication in space below (Capital letters please):

1.




2.




3.

4.



Smoking History: Do you smoke? : YES/NO

If yes,
Cigarettes per day_____

How Long________
Still smoking YES/NO








If no when did you quit _____

Do you drink alcohol? : YES/NO. If yes how much and how often_________________

PLEASE CIRLE YES OR NO

1. Exposure history:

1.  Do you wear latex gloves regularly or are you otherwise exposed to latex regularly?….Y      N

2.  Do you have a history of eczema or other rashes on your hands?……………………….Y      N

3.  Do you have a medical history of frequent surgeries or invasive medical procedures?…Y      N

5.  Do you fellow workers wear latex gloves regularly?…………………………………….Y      N

6.   Do you take a beta- blocker medication?………………………………………………...Y     N

7. Circle any food below that cause hives, itching of lips or throat, closing of throat or more severe symptoms when you eat or handle them: avocado, apricot, apple, banana, chestnut, celery, carrot, cherry, hazelnut, kiwi, plum, melon, nectarine, grape, fig, passion fruit, papaya, pineapple, peach, pear, tomatoes or potatoes.                

MORE QUESTIONS ON THE BACK OF THIS PAGE 

II Contact Dermatitis Assessment (for people who wear latex gloves frequently) 

1.  Do you have a rash, itching, cracking, chapping, scaling, or weeping of the skin from Latex glove use? ……………………………………………………………………………………..Y              N
2.  Have these symptoms recently changed or worsened? ………………………….…….Y              N
3.  Have you used different brands of latex gloves? …………………………………..Y             N

If so, have your symptoms persisted?……………………………………………….…Y             N

4.  Have you used non-latex gloves?……………………………………………………Y           N  

If so, have you had the same or similar symptoms as with latex gloves?………………Y           N

5.  Do these symptoms persist when you stop wearing all gloves?.….…………………Y           N         

11I.  Contact Urticaria (Hives) Assessment (For people who wear latex gloves frequently)  

1.  When you wear or are around others wearing latex gloves, do you get hives: red, itchy, swollen hands within 30 minutes; or “water blisters” on you hands within a day?……..Y            N 

IV. Aerosol Reaction Assessment

1. When you wear or around others wearing latex gloves, have you noticed any:

a.  Itchy, red eyes, fits of sneezing, runny or stuffed nose, itching of the nose or palate?   Y         N

b.  Shortness of breath, wheezing, chest tightness, or difficulty breathing?……………….Y        N

c. Other acute reactions, including generalized or severe swelling or shock. …………….Y         N

V. History of Reactions Suggestive of Latex Allergy

1.   Do you have a history of anaphylaxis or reaction during surgery?……………………Y         N

2. Have you had itching, swelling, or other symptoms following dental, rectal, 

or pelvic exams?……………………………………………………………………………Y        N

3.  Have you experience swelling or difficulty breathing after blowing up a balloon?……Y        N

4.  Do condoms, diaphragms, or latex sexual aids cause itching or swelling?………….….Y       N

5.  Do rubber handles, rubber bands, or elastic bands or clothing cause any discomfort?…Y       N

Do you have family history of allergies, asthma or eczema? If yes please circle.

Do you get cough, shortness of breath or wheezing? : YES/NO

Do you get itchy eyes/nose? : YES/NO

Do you get running eyes/nose? : YES/NO

Do you get sneezing? : YES/NO

PLEASE LIST ANY OTHER HEALTH PROBLEMS. ________________________________

Signature: ____________________


Date: ____________________

I, the undersigned, being a patient of Dr. Shavinder Gill acknowledges that I have been informed the risk involved in the Allergy testing/_____________________. This may involves hives, swelling, asthma and or anaphylaxis.

Signature: ____________________


Date: ____________________

Read over and explained to the signatory and stated that the patient understood it an offered the signature in my presence. 

                                                                                       ___________________________________







(Witness)                                                                                                                                                                

